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ABSTRACT
Working in hospice comes with a variety of unique tasks and stressors that other jobs
typically do not require. While this workplace stress can act as a catalyst, too much can be
threatening to an individual’s mental state and life in general. Moreover, anxiety and
depression can be detrimental to an individual’s life and career. Research has shown
positive correlations between stress, anxiety, and depression. The purpose of this study is
to use quantitative measures to examine the anxiety, depression, and perceived stress levels
of hospice care professionals in Georgia. 12 hospice care workers were quantitatively
surveyed regarding their perceived stress, anxiety, and depression levels. Particpants also
reported their highest level of education and their length of career in hospice. Stress,
depression, and anxiety were all reported at a moderate level. Stress exhibited strong
positive correlations with anxiety (r = 0.723; p = 0.008) and depression (r = 0.842; p =
0.001) and a strong negative correlation with years of employment (r = -0.897; p = 0.000).
Anxiety showed a weak negative correlation with years of employment (r = -0.624; p =
0.030) and a strong positive correlation with depression (r = 0.852; p = 0.000). Depression
showed a weak negative correlation with years of employment (r = -0.690; p = 0.013).
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Introduction
Working in healthcare comes with a variety of unique tasks and stressors that
other jobs typically do not require. Practitioners are immersed in situations that range
from the fast-paced lifesaving work of the ER to the slower life preserving work of
hospice. In a research study of the stress and coping levels of primary care healthcare
workers, Ili𝑐́ et al. (2020) concluded that employees in the field of primary health care
have an increased level of stress. Watching other humans struggle with circumstances
that they cannot control proves to be difficult on any individual. Unfortunately, in
healthcare, that is a part of everyday life. While this workplace stress can act as a
catalyst, too much can be threatening to an individual’s mental state and life in general.
Moreover, anxiety and depression can be detrimental to an individual’s life and career.
While stress is merely a reaction or response to demanding circumstances, anxiety is the
body’s reaction to the stress, or it can occur clinically without a stressor involved.
Anxiety has an internal source, while stress is typically created by an external situation or
circumstance (Konstantopoulou et al., 2020). Konstantopoulou et al. (2020) concluded
that there are interrelations between stress and anxiety. Other research has also show that
anxiety can be a precursor or predictor of depression (Jacobson & Newman, 2014).
Stress in Healthcare
Stress can be defined as a normal physiological and mental response to
demanding circumstances (Konstantopoulou et al., 2020). It can be expressed both
physically and emotionally and can prove to be detrimental or catalyzing to an
individual’s life or career. Stress levels in healthcare workers tend to vary based on job
title, education, or field of medicine. Studies have shown that higher levels of stress are

5

found in healthcare workers with more “patient care” focused careers, such as
technicians, caregivers, and nurses (Halder & Mahato, 2013). This trend may be
explained by the lower levels of education that nurses, caregivers, and technicians
received as compared to surgeons and doctors. A lower level of education could equate to
nurses, caregivers, and technicians having a lesser understanding of complex medical
issues. Also, nurses, caregivers, and technicians often have higher levels of physical
demands on daily basis as compared to doctors and surgeons. A lack of understanding,
high physical demands, or a combination of the two could create more stress in nurse’s,
caregiver’s, and technician’s careers. (Ilic et al., 2020).
Anxiety and Depression
Anxiety and depressive disorders are frequently comorbid with one another,
yielding lifetime prevalence estimates from 16 to 50% (Jacobson & Newman, 2014). Not
only do they tend to be simultaneously present in patients, but there is also research that
shows that the presence of anxiety can influence a later diagnosis of depression. In a 14year longitudinal study of 6504 adolescents, researchers found that anxiety significantly
positively predicted depression (Jacobson & Newman, 2014). This research indicates that
an individual experiencing anxiety could develop depression or express depressive
symptoms.
The Links Between Stress, Anxiety, and Depression
A research study conducted on 77 clinically depressed and 412 mentally healthy
individuals concluded that there were interrelations between even very mild (subclinical)
stress and anxiety symptoms (Konstantopoulou et al., 2020). Additionally,
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Konstantopoulou et al. (2020) found that there is a positive association between stress
levels and anxiety, independent of stress symptoms. This relationship predicts that even
under mild stress an individual most likely will develop anxiety. According to a study by
Alkema, Linton, & Davies (2008), healthcare professionals are continually exposed to
stressful events in their day-to-day work, and, because of these stressful events, they are
at risk for the negative effects of stress. Therefore, one can conclude that the high levels
of stress experienced by healthcare professionals will probably manifest as anxiety and
later depression.
Stress, Depression, and Anxiety in Hospice Care Workers
Hospice care is a specific area of healthcare that consistently experiences stressful
situations. Individuals who work in this setting can experience significant mental stress
and burnout due to hospice’s demanding “end of life” services (Tertemiz, & T𝑢̈ yl𝑢̈ o𝑔̌lu,
2020). Healthcare professionals (HCP) in these settings work with a wide variety of
ailments that can range from dementia to cancer to simply body breakdown. They handle
circumstances of death, grieving families, personal grief, traumatic stories, observing
extreme physical pain in patients, strong emotional states such as anger and depression,
and emotional and physical exhaustion (Alkema, Linton, & Davies, 2008).
Comparing previous research on HCP stress uncovers contradictions in the levels of
stress they experience. YikiIkan, Aypak, & G𝑜̈ rpelio𝑔̆lu (2014) found self-reported high
levels of stress, depression, and burden among technicians and nurses whereas Halder
and Mahato (2013) discovered that physicians have shown lower levels or stress, anxiety,
and depression when compared to technicians and nurses. Signs of stress were more
common in end-of-life services when compared to workers in other departments
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(Tertemiz, & T𝑢̈ yl𝑢̈ o𝑔̌lu, 2020). However, Pavelkov𝑎́ , & Bu𝑧̆ gov𝑎́ (2015) reported that
hospice care physicians have low levels of stress and burnout.
As of yet, no one has studied the impact of stress among hospice workers in southeast
Georgia and thus it is not known if they experience it to a greater or lesser degree than
other professionals. Therefore, the purpose of this study is to use quantitative measures to
examine the anxiety, depression, and perceived stress levels of hospice care professionals
in this region.
Theoretical Framework
Lazarus’ (1966) transactional theory of stress and coping will serve as the
theoretical framework for this study (Figure 1). It helps to identify and understand which
variables to investigate. This theory proposes that stress is a product of a transaction
between a person (including multiple systems: cognitive, physiological, affective,
psychological, neurological) and his or her complex environment where certain
environmental tasks or situations are perceived as taxing, exceeding the person’s skills
and abilities, or jeopardizing his or her well-being (Lazarus & Folkman, 1984).
According to this theory, when an individual is faced with an event or situation, both
personal and situational factors influence their stress levels. Based on these factors, the
individual appraises their situation twice. If the primary appraisal deems that the situation
is not stressful then no secondary appraisal is needed, there is no stress, and the
individual continues to complete the task at hand. If the primary appraisal deems that the
situation is stressful, a secondary appraisal begins. In such a case, the individual assesses
his or her available resources which include not only physical instruments and recourses
but also personal factors, such as an individual’s perceived competency or skill levels. If
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resources are deemed sufficient, then the situation is considered not stressful, and the
individual continues to complete the task at hand. If recourses are deemed insufficient,
then stress occurs. To cope with the stress of the situation at hand, the individual will
begin a coping process, using either an emotion focused or problem focused technique.
An emotion focused technique changes their relation to the situation at hand, while a
problem focused technique changes the situation itself. After coping, through pacing and
learning, the individual uses the outcomes of prior stressful situations to cope and assess
future situations.

Figure 1 Flow Chart of the Transactional Theory of Stress and Coping (Lazarus, 1966)
Note: This figure displays a flow chart of the transactional theory of stress and coping as
described in the paragraphs above
The survey questions chosen for this study attempt to identify which coping
techniques are used by HCPs in southeast Georgia. This information could assist
employers to help them identify individuals who are stressed and to develop effective
support programs.
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Methods
Through a quantitative design, this study attempts to examine the anxiety,
depression, and stress levels of hospice care. Participants were recruited via Facebook
and email from hospice care facilities throughout the state of Georgia. Data was collected
through an anonymous, electronic, multiple-choice survey via Qualtrics. An informed
consent was provided before the start of the survey. If they agreed to participating in the
study, they were given access to a short 15-minute anonymous multiple-choice survey.
To ensure confidentiality, surveys were anonymized through Qualtrics and no identifying
questions were asked via survey. Prior to implementation, research design and survey
questions were approved by Georgia Southern IRB (Approval # H22184). Particpants in
this study were among a convenience sample of hospice care workers who are currently
employed in a hospice setting.
Particpants
Surveys were sent to 3 hospice centers and sent via email to volunteers found via
Facebook generating 12 respondents (Table 1). These particpants encompassed a variety
of ages, lengths of careers in hospice care, education levels, and job titles.
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Table 1 Characteristics of research sample
Characteristics
N (%)
Sex
Male
0 (0)
Female
12 (100)
Age
20-29
1 (8.3)
30-39
4 (33.3)
40-49
5 (41.67)
50-59
0 (0)
60-69
1 (8.3)
Did not respond
1 (8.3)

Characteristics
Length of Career in Hospice
≤5 Years
6-9 Years
10-19 Years
20-29 Years
30-39 Years
Education
High School diploma
Associate degree
Bachelor’s degree
Master’s degree
Doctoral degree

N (%)
4 (33.3)
2 (16.7)
4 (33.3)
1 (8.3)
1 (8.3)
1 (8.3)
3 (25.0)
6 (50.0)
2 (16.7)
0 (0)

Instrumentation
The beginning of each survey consists of a demographics questionnaire that
establishes age, sex, length of career in hospice care, and education level. The survey was
composed of three reputable questionaries, the Beck depression inventory, the GAD-7,
and the Perceived Stress Scale.
The Beck Depression Inventory (see Appendix B) is a 21 item self-report
inventory that measures an individual’s attitudes and characteristics of depression. Each
of the 21 items have answers that range from zero (not at all) to three (seriously). Higher
overall scores indicate higher symptoms of depression while lower scores indicate little to
no depressive symptoms. Scores ranging from 63 to 41 points indicate extreme
depression, 40 to 31 points indicate severe depression, 30 to 21 points are compatible
with moderate depression, 20 to 17 points indicate borderline clinical depression, 16 to
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11 points indicate a mild mood disturbance, and 10 to zero points are consistent with not
depression and considered normal ups and downs of life. The Beck Depression Inventory
is designed to measure clinical depression and discriminate between its subtypes (Beck et
al., 1988). Testing of this inventory proves it to have high internal consistency,
concurrent validity, construct validity, and reliability (Beck et al., 1988).
The GAD-7 (see Appendix B) is a seven-question survey that measures the
presence of general anxiety disorder. The individual taking the survey is given seven
questions that correlate with seven different components of anxiety. The test taker then
chooses the answer choice that corresponds with the frequency that they experience these
components within the last two weeks. Each of the seven questions have answer choices
ranging from not at all (0) to nearly every day (3). A higher score on the GAD-7
corresponds with higher levels of anxiety while lower scores correspond with lower
levels. Scores ranging from zero to four points indicate minimal anxiety, scores from five
to nine points indicate mild anxiety, scores from 10 to 14 points represent moderate
anxiety, and scores ranging from 15 to 21 points indicate severe anxiety. The GAD-7 is
reported to have good reliability, as well as strong criterion, construct, procedural, and
factorial validity (Spitzer et al., 2006).
The Perceived Stress Scale, PSS, (see Appendix B) is a ten-question survey that
measures an individual's perceived stress level. Particpants are given ten questions
related to their feelings and thoughts during the past month. With each question, they are
expected to indicate how often they thought or felt a certain way, with answer choices
being never (0), almost never (1), sometimes (2), fairly often (3), or very often (4).
Higher scores on the PSS indicate higher perceived levels of stress while lower scores

12

indicate lower perceived stress levels. After summation of the scores, particpants will fall
within three of the following categories: low stress (scores 0 to 13), moderate stress
(scores ranging 14 to 26), and high perceived stress (scores 27 to 40). The PSS reports
high levels of reliability, as well as strong factorial and hypothesis validity (Lee, 2012).
Data Analysis
Data were collected through Qualtrics. Surveys were scored using authors scoring
rubrics. Analysis, conducted via SPSS, was descriptive and correlational in nature.
Descriptive statistics were generated for all variables using also using SPSS and
presented as minimum, maximum, mean, and standard deviation. Along with descriptive
statistics, correlational analysis was completed on all submission. Probability values of
P≤0.05 were used to indicate statistical significance.
Results
12 hospice care workers responded to the survey. The mean score on the PSS was
19.17 with a standard deviation 6.99, which falls in the score range for moderate stress.
The mean survey score on the GAD-7 was 12.5 with a standard deviation of 4.95, falling
in the range of moderate anxiety. Lastly, the mean survey score for the BDI was 29.83
with a standard deviation of 5.72, falling in the range of moderate depression. Stress
exhibited strong statistically significant positive correlations with anxiety (r = 0.723; p =
0.008) and depression (r = 0.842; p = 0.001) and a strong statistically significant negative
correlation with years of employment (r = -0.897; p = 0.000). Anxiety showed a weak
statistically significant negative correlation with years of employment (r = -0.624; p =
0.030) and a strong statistically significant positive correlation with depression (r =
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0.852; p = 0.000). Depression, although statistically significant, showed a weak negative
correlation with years of employment (r = -0.690; p = 0.013).
Table 2 Correlation between scales and sub scores
Years of
Employment

Age

PSS

GAD

BDI

Age

1

.811**

-0.581

-0.232

-0.196

Years of Employment

-

1

-.897**

-.624*

-.690*

PSS- Perceived Stress
GAD- General Anxiety
Disorder
BDI- Depression

-

-

1

.723**

.842**

-

-

-

1

.852**

-

-

-

-

1

* Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at 0.01 level (2-tailed).
Discussion
The purpose of this study was to use quantitative measures to examine the anxiety,
depression, and perceived stress levels of hospice care professionals in Georgia. The
survey results for stress, anxiety, and depression all displayed elevated scores in the
moderate score ranges. The presence of increased stress levels corresponds with previous
research, where both Tertemiz and T𝑢̈ yl𝑢̈ o𝑔̌lu (2020) and Whitebird et al. (2013) found
elevated stress levels in hospice care workers. Whitebird et al. (2013) also reported that
hospice care workers had mild to severe levels of anxiety reinforcing the results of this
study.
Stress in these hospice care professionals resulted in having a statistically significant
positive correlation with anxiety and depression. Anxiety and depression also had a
statistically significant positive correlation. These correlations confirm prior research that
stress, anxiety, and depression are all related, one being a precursor to the other,
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respectively (Konstantopoulou et al., 2020; Jacobson & Newman, 2014). According to
this data, the hospice care professionals that exhibit high levels of stress could possibly
have or develop anxiety and then depression due to the stress in their career.
Limitations and Future Direction
This study had a few limitations to note. Due to the nature of the study,
particpants were selected through personal contacts, therefore, this is not purely a random
sample. Also, limited access to particpants constricted the sample size. This data was
collected during a pandemic. Unfortunately, COVID 19 could have created situations for
hospice care workers that they would not have typically have to work in, perhaps causing
an increase in stress, depression, and anxiety levels. Lastly, personal levels of anxiety,
depression, and stress could influence participants perceived experience in hospice care.
If this study was replicated, a baseline for an individual’s typical stress, anxiety, and
depression levels should be quantified before quantifying survey results.
This study lays a foundation for many future research questions. While it was
concluded that hospice care workers have moderate stress, depression, and anxiety, the
causes of these were not investigated. Future research should delve into the cause of these
elevated levels, touching on subjects like the effect of job type, age, management style,
COVID 19, increased physical demands, or employer religious affiliations on stress,
anxiety, and depression levels.
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Appendix A
Purpose Statement
The purpose of this study is to examine the anxiety, depression, and perceived
stress levels of hospice care professionals in Georgia.
Research Question
1. What is the correlation between anxiety, depression, and stress for hospice care
professionals in Georgia?
Limitations
1. Particpants were selected through personal contacts. This is not purely a
random sample.
2. Access to participants makes particpants size limited.
3. The data was collected during a pandemic. COVID 19 could create situations
for HCPs that they would not have typically worked in and cause an increase
in stress, depression, and anxiety levels.
4. Personal levels of anxiety, depression, and stress could influence particpants
perceived experience in hospice care.
Delimitations
1. The sample size included in the study was small.
2. Only individuals who have worked in a professional hospice were selected.
Assumptions
1. Particpants will be honest and will fully share their whole experience.
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2. Participants will respond at a high rate.
3. Participants will express an accurate description of their mental health during
their time as hospice workers.
4. A variety of ethnicities, ages, education levels, and career lengths will be
accurately represented in this study.
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Appendix B: Surveys
Beck's Depression Inventory
This depression inventory can be self-scored. The scoring scale is at the end of the
questionnaire.
1.

0
1
2
3

I do not feel sad.
I feel sad
I am sad all the time and I can't snap out of it.
I am so sad and unhappy that I can't stand it.

0
1
2
3

I am not particularly discouraged about the future.
I feel discouraged about the future.
I feel I have nothing to look forward to.
I feel the future is hopeless and that things cannot improve.

0
1
2
3

I do not feel like a failure.
I feel I have failed more than the average person.
As I look back on my life, all I can see is a lot of failures.
I feel I am a complete failure as a person.

0
1
2
3

I get as much satisfaction out of things as I used to.
I don't enjoy things the way I used to.
I don't get real satisfaction out of anything anymore.
I am dissatisfied or bored with everything.

0

I don't feel particularly guilty

1
time.

I feel guilty a good part of the

2
3

I feel quite guilty most of the time.
I feel guilty all of the time.

2.

3.

4.

5.
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6.

0
1
2
3

I don't feel I am being punished.
I feel I may be punished.
I expect to be punished.
I feel I am being punished.

7.
I don't feel disappointed in myself.
I am disappointed in myself.
I am disgusted with myself.
I hate myself.

0
1
2
3
8.

0
1
2
3

I don't feel I am any worse than anybody else.
I am critical of myself for my weaknesses or mistakes.
I blame myself all the time for my faults.
I blame myself for everything bad that happens.

9.

0
1
2
3

I don't have any thoughts of killing myself.
I have thoughts of killing myself, but I would not carry them out.
I would like to kill myself.
I would kill myself if I had the chance.

0
1
2
3

I don't cry any more than usual.
I cry more now than I used to.
I cry all the time now.
I used to be able to cry, but now I can't cry even though I want to.

0
1
2
3

I am no more irritated by things than I ever was.
I am slightly more irritated now than usual.
I am quite annoyed or irritated a good deal of the time.
I feel irritated all the time.

10.

11.
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12.

0
1
2
3

I have not lost interest in other people.
I am less interested in other people than I used to be.
I have lost most of my interest in other people.
I have lost all of my interest in other people.

0
1
2
3

I make decisions about as well as I ever could.
I put off making decisions more than I used to.
I have greater difficulty in making decisions more than I used to.
I can't make decisions at all anymore.

0
1
2
3

I don't feel that I look any worse than I used to.
I am worried that I am looking old or unattractive.
I feel there are permanent changes in my appearance that make me look
unattractive
I believe that I look ugly.

0
1
2
3

I can work about as well as before.
It takes an extra effort to get started at doing something.
I have to push myself very hard to do anything.
I can't do any work at all.

0
1
2
3

I can sleep as well as usual.
I don't sleep as well as I used to.
I wake up 1-2 hours earlier than usual and find it hard to get back to sleep.
I wake up several hours earlier than I used to and cannot get back to sleep.

13.

14.

15.

16.

17.

0
1
2
3

I don't get more tired than usual.
I get tired more easily than I used to.
I get tired from doing almost anything.
I am too tired to do anything.
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18.

0
1
2
3

My appetite is no worse than usual.
My appetite is not as good as it used to be.
My appetite is much worse now.
I have no appetite at all anymore.

19.
I haven't lost much weight, if any, lately.
I have lost more than five pounds.
I have lost more than ten pounds.
I have lost more than fifteen pounds.

0
1
2
3
20.

0
1
2
3

I am no more worried about my health than usual.
I am worried about physical problems like aches, pains, upset stomach, or
constipation.
I am very worried about physical problems and it's hard to think of much
else.
I am so worried about my physical problems that I cannot think of anything
else.

21.

0
1
2
3

I have not noticed any recent change in my interest in sex.
I am less interested in sex than I used to be.
I have almost no interest in sex.
I have lost interest in sex completely.

INTERPRETING THE BECK DEPRESSION INVENTORY
Now that you have completed the questionnaire, add up the score for each of the twenty-one
questions by counting the number to the right of each question you marked. The highest
possible total for the whole test would be sixty-three. This would mean you circled number
three on all twenty-one questions. Since the lowest possible score for each question is zero, the
lowest possible score for the test would be zero. This would mean you circles zero on each
question. You can evaluate your depression according to the Table below.
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Total Score____________________Levels of Depression
1-10____________________These ups and downs are considered normal
11-16___________________ Mild mood disturbance
17-20___________________Borderline clinical depression
2130___________________Moderatedepression
31-40___________________Severe depression
over 40__________________Extreme
depression
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Perceived Stress Scale
A more precise measure of personal stress can be determined by using a variety of
instruments that have been designed to help measure individual stress levels. The first of
these is called the Perceived Stress Scale.
The Perceived Stress Scale (PSS) is a classic stress assessment instrument. The tool, while
originally developed in 1983, remains a popular choice for helping us understand how different
situations affect our feelings and our perceived stress. The questions in this scale ask about your
feelings and thoughts during the last month. In each case, you will be asked to indicate how
often you felt or thought a certain way. Although some of the questions are similar, there are
differences between them and you should treat each one as a separate question. The best
approach is to answer fairly quickly. That is, don’t try to count up the number of times you felt a
particular way; rather indicate the alternative that seems like a reasonable estimate.

For each question choose from the following
alternatives:
0 - never 1 - almost never 2 - sometimes
3 - fairly often
4 - very often
________

l. In the last month, how often have you been upset because of something that
happened unexpectedly?

________

2. In the last month, how often have you felt that you were unable to control the
important things in your life?

________

3. In the last month, how often have you felt nervous and stressed?

________

4. In the last month, how often have you felt confident about your ability to handle
your personal problems?

________

5. In the last month, how often have you felt that things were going your way?

________

6. In the last month, how often have you found that you could not cope with
all the things that you had to do?

________

7. In the last month, how often have you been able to control irritations in
your life?

________

8. In the last month, how often have you felt that you were on top of things?

________

9. In the last month, how often have you been angered because of things that
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happened that were outside of your control?
________

10. In the last month, how often have you felt difficulties were piling up so high that
you could not overcome them?

Figuring Your PSS Score
You can determine your PSS score by following these directions:

• First, reverse your scores for questions 4, 5, 7, and 8. On these 4 questions, change the scores
like this:
0 = 4, 1 = 3, 2 = 2, 3 = 1, 4 = 0.

• Now add up your scores for each item to get a total. My total score is ___________.
• Individual scores on the PSS can range from 0 to 40 with higher scores indicating higher
perceived stress.
► Scores ranging from 0-13 would be considered low stress.
► Scores ranging from 14-26 would be considered moderate stress.
► Scores ranging from 27-40 would be considered high perceived stress.
The Perceived Stress Scale is interesting and important because your perception of what is
happening in your life is most important. Consider the idea that two individuals could have the
exact same events and experiences in their lives for the past month. Depending on their
perception, total score could put one of those individuals in the low stress category and the total
score could put the second person in the high stress category.
Disclaimer: The scores on the following self-assessment do not reflect any particular diagnosis
or course of treatment. They are meant as a tool to help assess your level of stress. If you have any
further concerns about your current well being, you may contact EAP and talk confidentially to
one of our specialists.

State of New Hampshire
Employee Assistance Program

EAP
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GAD-7 Anxiety
Over the last two weeks, how often have you
been bothered by the following problems?

Not
at all

Several
days

More
than half
the days

Nearly
every day

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

1. Feeling nervous, anxious, or on edge
2. Not being able to stop or control worrying
3. Worrying too much about different things
4. Trouble relaxing
5. Being so restless that it is hard to sit still
6. Becoming easily annoyed or irritable
7. Feeling afraid, as if something awful might
happen

Column totals

_____ + _____ +

_____ + _____

=

Total score _______
If you checked any problems, how difficult have they made it for you to do your work, take care of
things at home, or get along with other people?
Not difficult at all

□

Somewhat difficult

□

Very difficult

Extremely difficult

□

□

Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information,
contact Dr. Spitzer at ris8@columbia.edu. PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc. All
rights reserved.
Reproduced with
permission
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Scoring GAD-7 Anxiety Severity
This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories,
respectively, of “not at all,” “several days,” “more than half the days,” and “nearly every
day.” GAD-7 total score for the seven items ranges from 0 to 21.
0–4: minimal anxiety
5–9: mild anxiety
10–14: moderate anxiety
15–21: severe anxiety
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